Introduction
Jejunal diverticulitis is a rare condition which usually occurs in the elderly. Autopsy studies have revealed an incidence between 1.3% and 4.6% and radiological studies indicated an incidence between 1 0.02% and 2.3% .
The condition is difficult to diagnose because its symptoms can mimic other conditions of acute abdomen. Perforation and other complications of 2 diverticula are common in this condition . We report a patient with jejunal diverticulitis who was successfully treated surgically.
Case report
A 77 year-old woman presented with a three day history of generalised abdominal pain, a two day history of constipation and loss of appetite and fever. She had vomited twice. She is on regular treatment for hypertensive. On physical examination, she was ill looking with a temperature of 102F, pulse rate of 96 beats/min and blood pressure of 110/80 mmHg. Abdomen was mildly distended with generalised tenderness. No masses were felt. Bowel sounds were sluggish. Per rectal examination and examination of other systems were unremarkable.
Investigations showed a white cell count of 3 28,000/mm with neutrophil leucocytosis. Serum electrolytes were normal. X-ray abdomen showed faecal loading of the colon. There were no distended bowel loops. There was no air under the diaphragm on erect chest X-ray.
Possible diagnosis at this moment was generalised peritonitis due to perforated appendix, perforated peptic ulcer, perforated colonic tumour or colonic diverticulitis. After initial stabilisation of the patient an exploratory laparotomy was carried out.
A midline exploratory laparotomy was performed and there was free exudative fluid in the peritoneal cavity with fibrin coating of the small bowel. The jejunum had multiple diverticula arising from the mesenteric border and 3 diverticula adjacent to each other were highly inflammed. The jejunum segment with diverticula was around 40 cm in length. Resection of the involved segment was carried out and an end to end anastomosis was done using Vicryl. Rest of the small bowel and colon was normal. Peritoneal lavarge was done and a drain was placed. Mass closure of abdomen was done using Nylon.
Patient recovered well and was discharged home th tolerating a normal diet on 6 postoperative day.
Discussion
Jejunal diverticulosis was first reported by Sir Astley Jejunal diverticulosis is often difficult to diagnose. Standard upper gastrointestinal contrast studies are helpful which may show contrast filled outpouchings characteristic of diverticulosis. CT scan of the abdomen with oral contrast is of great value since it will demonstrate diverticula and in acute inflammation may show mesenteric stranding, Management of jejunal diverticula depends on a patient's symptoms and presentation. Asymptomatic diverticula found incidentally during laparotomy should be left alone. Surgical resection is the standard care for symptomatic patients with inflammed, complicated diverticular disease. Surgery involves resection of the affected bowel segment and primary end to end anastomosis. Laparoscopic exploration and resection is also practiced in certain centres. Extensive resection of jejunum will lead to short bowel syndrome and therefore only the affected part should be resected.
Conclusion
Jejunal diverticular disease is a rare condition usually occurring in the elderly which is difficult to diagnose. It is of great importance that the whole bowel is carefully examined during laparotomy in an elderly patient who presents with an acute abdomen since this condition can be easily missed. Surgical resection of the involved segment with primary end to end anastomosis is the method of choice to treat this condition.
